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Abstract 
 
Background: The ongoing Finnish health and social service reform will expand choice by opening 
the market for competition between public and private service providers. This study examined the 
attitudes of primary care patients towards choice and which patient related factors are associated 
with these attitudes. 
Methods: A sample of attenders during one week in health centers of 12 big cities and municipal 
consortiums (including 7 outsourced local units) and in primary care units of one private company 
providing outsourced services for municipalities (aged 18-95, n=8128) was used. The questionnaire 
included questions on choice -related attitudes, sociodemographic factors, health status, use of 
health services and patient satisfaction. 
Results: 77% regarded choice to be important, 49% perceived genuine opportunities to make 
choices and 35 % were satisfied with the choice-relevant information. Higher age, low education, 
having a chronic illness, frequent use of services, having a personal physician and being satisfied 
with the physician and with waiting-times were related to assigning more importance on choice. 
Younger patients, those with higher education as well as those with chronic illness regarded their 
opportunities of choosing the service provider and availability of choice-relevant information 
poorer. 
Conclusions: The Finnish primary care patients value choice, but they are critical of the 
availability of choice-relevant information. Choices of patients with complex health care needs 
should be supported by developing integrated care alternatives and by increasing the availability of 
information on existing care alternatives to meet their needs. 
KEYWORD: choice, primary care, sociodemographic factors, use of health services, health status 
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Introduction 
 
Patients’ opportunity to make choices in health care has been advocated from the individual’s 
perspective as a value of its [1] own and as a mean to empower patients in managing their own 
health. The opportunity to choose the care provider is related to trust in patient-provider 
relationships [2] and patient satisfaction [3] and may enhance commitment to care [4]. From the 
societal and health system’s point of view choice of provider and competition among providers is 
expected to enhance quality and efficiency of services [1, 5]. Furthermore, choice is expected to 
promote legitimacy of the publicly funded health care system among citizens and tax payers [6]. 
 
 
The prerequisites for making choices among different providers in health care are that (A) citizens 
are aware of the opportunity, (B) they have genuine alternatives from which to choose and (C) they 
have choice-relevant information on the quality and the access to services [1]. Patients seem to 
value the opportunity to choose their care provider [7, 8], but the share of those who have actively 
utilized the opportunity usually remains rather low [9, 10]. Expanding choice has been shown to 
decrease waiting times for hospital treatment [11, 12]. In Sweden choice reform and changes in the 
reimbursement system and the introduction of free establishment for providers in health care has 
improved access to primary care [13, 14]. However, concerns have been expressed regarding the 
effects on socioeconomic and regional equity in the use of services [15, 16]. 
 
 
Extending  patient choice in health care has had an important role in the European health system 
reforms. Opportunity to choose service provider is common in insurance based health systems [17], 
but also in countries with tax-based health systems, such as the UK and Sweden, where choice has 
been extended by opening health care market for competition.  In Finland, residents have been able 
to choose since 1963 among private providers with partial reimbursement by the National Insurance 
Scheme [18]. However, in residence based publicly funded services choice was mainly not possible 
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until 2011.  The new Health Care Act launched in 2010 allowed residents to choose their primary 
health care unit in publicly funded primary health care. In addition, patients were allowed to choose 
a specialized care unit in agreement with the referring physician when needed. First the choice was 
geographically restricted to  an administratively defined area but in 2014 choice was extended to 
publicly funded health care services within the whole country [19]. 
 
 
The healthcare system in Finland is a unique combination of a universal tax-funded service system 
which is on the responsibility of the municipalities; a social and health insurance based private 
system; and an occupational healthcare system which is free at point of use and mainly responsible 
for primary care of employed population (figure 1). Currently the system is under-going a major 
structural reform that is aimed at addressing the problems arising from this fragmented organization 
of services,  the multichannel funding system, municipalities’ often inadequate resources and 
competence in organizing services as well as poor access to and inequity in the use of services. The 
principal change in the reform outlined by the current government is to centralize the organization 
of the services into larger units by transferring the responsibility for organizing health care and 
social services from around 300 municipalities to 18 counties. In addition, the reform aims at 
extending choice by opening the health care market for competition between public and private 
providers. The aim of the current study was to examine  among patients in public primary care their 
experiences on opportunities to make genuine choices,  sufficiency of choice –relevant information 
and perceived importance of choice, and how these experiences  are related to patients’ 
sociodemographic background, health status, use of services and patient satisfaction with choice 
attitudes. 
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Methods 
 
Study sample 
 
The sample was based on a patient survey carried out in publicly funded primary health care centres 
(HC) in 12 large cities or municipal consortiums. Seven local health care units of these 12 public 
HCs were outsourced to be operated by a private provider. In addition, the survey was also 
conducted in primary health care units of one large private company providing outsourced services 
for municipalities. The data collection was done during one week in autumn 2014. All together 
9400 adequately filled in questionnaires were returned,  and the total response rate was  was35% of 
all questionnaires delivered in health care units. The response rate varied from 10% to 76 % 
between heath care units. For the present study the sample was restricted to adult respondents (aged 
18 years or older, , age range varied from 18 to 95 years, n=8128). 
 
 
Measurements 
Attitudes toward choice 
Attitudes toward choice were measured by a 5-point scale ( 1=disagree, 2=partly disagree, 3=in 
between 4=almost agree 5=agree). The importance of choice was asked by a statement “It is 
important for me that I can choose … a) the health care unit b) physician c) dentist d) nurse e) other 
health care professional. The opportunity to choose was asked by a statement “I have a genuine 
opportunity to choose … a) the health care unit b) physician c) dentist d) nurse e) other health care 
professional. Sufficiency of choice-relevant information was measure by a statement “I have 
received sufficiently information on health units regarding … a) quality of care, b) access to care 
and waiting times c) practicalities to change the health care unit (how to take action to change the 
health care unit). Composite scores for choice attitude scales were computed by calculating the 
mean of the item responses (reversed coding, 5 items for Importance and Opportunity subscales and 
6 
 
 
 
 
3 items for Information subscale). The internal consistencies (Cronbach’s alpha) for the choice 
scales were 0.93, 0.91 and 0.89 respectively. 
 
 
Sociodemographic factors 
 
The sociodemographic factors used were age (<50/ 50-70 years/ >70 years), gender and education 
(elementary/ high school or vocational school/ college or polytechnic/ university). 
 
 
Health status and use of services 
 
Health status was assessed by asking “Do you have a chronic illness?” (yes/no). The variables 
related to use of health services were frequency of visiting a doctor (“How often have you visited a 
physician during the past 12 months?”: 0-3 times/ 4-6 times/ more than 6 times), having a personal 
doctor (“Do you usually meet the same doctor when visiting the health care unit?”: yes/no), type of 
service provider (administrative information: public/ private (outsourced)) and change of HC 
(“Have you changed health centre during the past 12 months?: no/ yes)”. 
 
 
Satisfaction with services 
 
Satisfaction with services was assessed using two scales. On the Satisfaction with physician scale 
the respondents were asked to assess the visit to the physician in terms of: a) physician conduct b) 
professional competence c) clarity of information given d) clarity of the care instruction e) 
instructions for health promotion f) interpersonal interaction g) length of the appointment h) general 
assessment of the physician appointment. The Satisfaction with waiting time scale included the 
items: waiting for a) physician’s appointment b) nurse’s appointment c) laboratory appointment. 
The response scale on both satisfaction measures was a 5-point scale (0= does not concern 1=very 
poor, 2= poor, 3= average, 4=good 5=very good). Composite scores for satisfaction sub-scales were 
computed by calculating the mean of the items responses. The internal consistencies for the 
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satisfaction scales were 0.94 and 0.77 respectively. Median split was used to dichotomize the 
satisfaction scales for the analysis. 
 
 
Statistical analyses 
 
The included 8128 respondents were nested in 13 service providers.  Even though the focus of the 
study was in relationships between individual level variables, variation in these could partly be 
explained by provider (health center) level factors. Therefore the associations between dependent 
and independent variables were analyzed by mixed modeling, which takes into account the potential 
similarity of patients of a health care provider in relation to the total study population. 
 
 
The univariate associations between choice-attitudes and sociodemographic factors, health-related 
factors and use of health services were analysed by univariate logistic regression analyses . Next 
multivariate logistic regression analyses with sociodemographic factors, health and use services as 
explanatory variables simultaneously were performed for each outcome variable (choice-related 
attitude variables). Univariate analyses will be commented in the text only when they differ from 
the results of the multivariate analyses.  Finally, in an additional multivariate logistic regressions the 
associations of satisfaction variables with choice –related attitudes was examine adjusting for 
sociodemographic factors, health-related factors and use of health services. In case of Satisfaction 
for physician the analysis were restricted to those who had attended doctors’ appointment in the HC 
visit (n=4235). 
 
 
We did additional sensitivity analyses to test whether the results differed according to gender. 
Interaction term between gender and each independent variable at the time was included to the full 
models of each outcome variable. Since respondents interest in the topic can have on response rate [20] 
we additionally tested the effect of response rate in the health centre  (below 50%/ 50% or higher) 
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on results was tested fist by examining the prevalence of outcome variables according to response 
rate and secondly by including interaction term of the response rate and each independent variable 
to the full models of outcome variables. 
 
The guidelines on patient consent have been met and the study has been approved by the ethical 
committee of the National Institute for Health and Welfare. 
 
 
Results 
 
Table 1 shows the sample characteristic. The majority of the respondents were women, 50 years or 
older, more than half of the sample reported having a long-standing illness.Majority regarded  
choice to be important, half of the respondents perceived genuine opportunities to make choices and 
35 % were satisfied with the choice-relevant information.. Eight percent had changed their health 
care unit during the past 12 months. 
 
 
Table 2 shows the results of multiple logistic regression analyses. Older respondents, and those with 
lower educational level and those who had a regular doctor rated the importance of choice and 
alternatives from which to choose higher and thought more often that they had sufficiently choice- 
relevant information than others. For the women the importance of choice was higher than for the 
men, while the men were more satisfied with choice-relevant information. 
 
 
In the univariate analyses those with chronic illness expressed more often that choice was of 
importance (OR=1.75, 95% CL 1.57-1.93) , and assessed more often that they had sufficiently 
choice-relevant information (OR=1.27, 95%CI 1.15-1.41). Chronic illness was not related to choice 
opportunities in univariate analyses. However, in multivariate models adjusted for all independent 
variables these same patients rated the opportunity to choose lower and were less satisfied with 
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choice-relevant information than the others.  Those with frequent use of services expressed more 
often that choice was important but they were less satisfied with choice relevant information. 
 
 
The respondents in health care units managed by a private provider (i.e. outsourced units) rated 
their opportunity to choose the providing health care unit as higher and were more satisfied with 
choice-relevant information compared to respondents in public HCs. Those having changed health 
care unit during the past 12 months rated the opportunity to choose higher and were more satisfied 
with choice-relevant information. 
 
Table 3 shows the association of patient satisfaction indicators with choice attitudes in fully 
adjusted models. Satisfaction with physician and waiting times were both related to higher 
perceived opportunities to choose from and higher perceived sufficiency on choice-relevant 
information. In addition, those satisfied with waiting time regarded choice more often of 
importance. However, sensitivity analyses according to gender indicated that satisfaction with 
waiting times was a significant predictor of importance of choice only among men (OR = 1.60 95% 
CI 1.29-1.99 among  men, OR=0.95, 0.81-1.13 among women, gender interaction significant 
p<0.01 ). Sensitivity analyses did not show other significant gender differences. 
 
Additional sensitivity analyses according to response rate yielded only one significant interaction. 
Men were more satisfied with choice relevant information  than women in health centres with 
response rate above 10%  (OR 1.43, 95% CI 1.19-1.72) compared to centres with lower response 
rate  (OR=1.02, 95% CI 0.86-1.23, interaction term significant  p<0.05). 
 
We additionally tested the associations when adding random effects (municipality) using multilevel 
mixed-effects ordered logistic regression and the results were identical. 
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Discussion 
 
The results of this study suggest that  half of the patients in public primary care of big cities 
perceived opportunities for making choices, however  the choice-relevant information on quality of 
care, access to services and practicalities of changing the health care unit was considered to be 
insufficient. Even though majority of the patients value the opportunity to choose their health care 
provider,  only a small fraction of patients had actually changed their health care unit during the 
past year. 
 
 
Our findings are in line with the previous research indicating the importance of choice for patients 
[7, 8]. Although some studies have suggested that those in better socioeconomic position utilize the 
possibility of choice in health care more actively [13, 21], the opportunity to choose service 
provider seems to be more important for the elderly, for those with lower education and for women 
[22-24] as found also in the current study. Morbidity is higher among the elderly and those with 
lower education, therefore the age and education-related differences in choice attitudes could reflect 
higher need for services among the elderly and those with lower education. However, in the present 
study age and education were related to positive attitudes towards choice even when health status 
and use of services were accounted for. 
 
 
The importance of choice among the elderly and the less educated may also reflect their lower 
possibilities to choose. Due to the multichannel funding and delivery of health services via public 
sector, private sector and occupational health care, different patient and population groups have 
different possibilities to exercise choice in Finland. Due to the high out-of-pocket payments in the 
private sector these services are mostly available for those in higher socioeconomic positions [25] 
and occupational health services offer ambulatory care services which are free at the point of use to 
a large proportion of working-age employed people [26]. However, in the present study, elderly and 
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less educated patients also reported more often that they had a genuine opportunity to make choices 
and they also were more satisfied with choice-relevant information. Therefore, these differences 
may also reflect age and education differences in expectations towards health care. 
 
 
Previous research has indicated educational differences in readiness to obtain, comprehend and 
make use of health-related information (health literacy) [27]. A Swedish study showed that those 
with higher education search for more choice-relevant information on waiting-times and 
competency of the personnel in health care units [24]. The present findings may therefore indicate 
lower perceived need for information among those with lower education, while those with higher 
education may be more likely to evaluate the availability of choice-relevant information. The 
comparative information on the quality of services between different service providers is scarce in 
Finland. 
 
 
Although in the present study patients with chronic illnesses and frequent use of health services 
placed more value on choice, they were more critical towards their opportunities from which to 
choose and more dissatisfied with the availability of choice-relevant information. In a Swedish 
study patients suffering from chronic illnesses and compromised health status were less satisfied 
with their health care unit, but at the same time they expressed that changing their provider would 
be difficult and were therefore less willing to change [24]. Those with chronic illnesses value the 
continuity of care [28], and may therefore feel that ensuring the continuity is more important than 
the benefits brought by changing the care provider.  In Finland all residents have been assigned to 
the nearest health care unit. Changing health care unit means usually longer travelling to the next 
health care unit, which may be strenuous for people chronic illnesses. 
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The role of choice in enhancing quality of care is based on the assumption that the threat of patients 
discarding providers of poor quality will motivate providers to improve their services. Quality of 
services is an important factor that people take into consideration when they choose their health  
care providers [8] and patient dissatisfaction has been shown to be related to willingness to travel 
beyond the local provider for treatment [22]. However, in the current study patients with a personal 
physician and those reporting higher satisfaction considered choice to be of more importance. These 
same patients regarded that they had genuine opportunities to choose from and they were more 
satisfied with choice-relevant information. Thus, the present results suggest that valuing opportunity 
to choose the provider does not necessarily stem from dissatisfaction with the current service 
provider. Instead, choice may also mean that the patients have chosen the current provider (i.e. they 
have chosen not to change it) or it may be an inherent value in itself for patients, regardless of 
intentions to act upon the opportunity. 
 
 
The present study has limitations that should be considered in interpretation of the results. The 
sample was gathered from HCs of big cities. The possibilities to exercise choice may be poorer in 
remote and sparsely populated areas where the availability private and occupational services may be 
lower and due to long distances also the availability of alternative public health services may be 
poorer as well. Secondly, the sample was not a random sample; it comprised attenders in public out- 
patient care units during a one week period, therefore the share of those using HC services more 
frequently may be overrepresented in the sample. Although the data may not represent all patients,  
it represents the most typical attenders in care units. The response rate was relatively low as found 
also in other patient surveys [29], though surveys using reminders have achieved higher response 
rates [30]. In the present study reminders were not possible and the differences in response activity 
between HCs may be a result of how actively the personnel have distributed the questionnaires for 
the attenders. We have controlled the differences between HCs by analyzing the results using 
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multilevel modeling which accounts for the unit level variation. The sensitivity analyses indicated 
that low response rate may slightly under estimate the prevalence of high importance placed on 
choice as well as good perceived opportunities for choice. However, the additional sensitivity 
analyses to test the effect of response rate on the relationships of independent and dependent 
variables did not indicate any major effects of response rate to the results. In addition, the large 
sample size and measuring multiple confounders allowed us to control the potential biases in the 
sample by adjusting the analyses for multiple factors simultaneously. Fourthly, occupational health 
care, which in Finland is mainly responsible for the primary care of the employed population, was 
not included in the study. Therefore working aged adult population is underrepresented in the 
sample. The sample also did not include those using predominantly private health services, i.e., a 
selected group in terms of socioeconomic status [25]. 
 
 
In conclusion, In conclusion, the users of the Finnish public primary care services are critical 
about available opportunities to make choices in health care and particularly about sufficiency of 
choice-relevant information on which to base potential choices.” The users of the  Finnish public 
primary care services value the opportunity to choose their care provider, but the availability of 
choice does not necessarily result in active change. Rather choice can also be expressed in a form of 
ensuring the current level of services and the continuity of care. Expanded choice is one of the 
major elements in the ongoing reform of the health and social service system in Finland, and it will 
profoundly change the relationship between the patients and the service providers. It is important 
that in the development of the choice system the specific features of the Finnish health system will 
be taken into account. Since the occupational health care is mainly responsible for the primary care 
of the employed adult population, opening the opportunities for choice concerns particularly citizen 
groups outside the labor market such as the elderly and the unemployed.  These are the groups that 
are often suffering of chronic morbidity and other complex care needs. In the present study 60% of 
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the respondents had a chronic illness that typically requires regular monitoring and 
multiprofessional care emphasizing the importance of continuous and coordinated care practices. 
Choices available for these patient groups should be supported by developing integrated care 
alternatives and by increasing information on care alternatives that meet their needs. 
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 Figure 1. The Finnish Primary Health Care System 
  
Table 1. Sample characteristics  
Age %  (n) 
less than 50 years  32.47 (2639) 
50-70 years  39.22 (3188) 
70+ years  28.31 (2301) 
Gender 
 
Female 
  
 
65.41 
 
 
(5185) 
Male  34.59 (2742) 
Education 
 
Elementary 
  
 
21.87 
 
 
(1671) 
High school/ Vocational school  36.23 (2769) 
College/ Polytechnic  25.06 (1915) 
Universoty degree  16.84 (1287) 
Chronic illness 
 
no 
  
 
37.66 
 
 
(2861) 
yes  62.34 (4735) 
Visits to doctor/year 
 
0-3 
  
 
66.15 
 
 
(5136) 
4-6  24.12 (1873) 
6 +  9.72 (755) 
Regular doctor 
 
no 
  
 
51.54 
 
 
(3570) 
yes  48.46 (3356) 
Health care provider 
 
Public 
  
 
88.84 
 
 
(7221) 
  
Private (outsourced) 
 
Changed Health care unit with in 
11.16 (907) 
past 12 months   
no 91.67 (7295) 
yes 8.33 (663) 
Choice important (agree) 1 77 (5718) 
Opportunity  to choose (agree) 1 49 (3612) 
Sufficiently choice-relevant 
information (agree) 1 
 
 
36 
 
 
(2589) 
1 Values 3.51-5 on the sum scale ranging from scale 1 
 
(disagree) to 5 (agree) 
1 
 
 
 
 
Table 2. Multiple logistic regression analyses with choice attitudes as dependent variables. Odds 
ratios (OR) and 95% Confidence Intervals (CI) 
 
 
Sufficiancy of 
 
Importance of 
choice 
Opportinity to 
make choices 
choice-relevant 
information 
 
      
 
OR 96% CI OR 96% CI OR 96% CI 
 
Age 
less than 50 yeras 
50-70 years 
 
 
 
 
1.86 
 
 
 
 
(1.59-2.17) 
 
 
 
 
*** 
 
 
 
 
1.66 
 
 
 
 
(1.44-1.91) 
 
 
 
 
*** 
 
 
 
 
1.76 
 
 
 
 
(1.52-1.05) 
 
 
 
 
*** 
70+ years 2.60 (2.13-3.18) *** 2.63 (2.23-3.10) *** 2.44 (2.05-2.90) *** 
Gender 
Female 
Male 
 
 
 
 
0.60 
 
 
 
 
(0.52-0.69) 
 
 
 
 
*** 
 
 
 
 
0.95 
 
 
 
 
(0.85-1.07) 
  
 
 
 
1.21 
 
 
 
 
(1.08-1.37) 
 
 
 
 
** 
Education 
Elementary 
High school/ 
Vocational school 
 
 
 
 
 
 
0.79 
 
 
 
 
 
 
(0.64-0.97) 
 
 
 
 
 
 
* 
 
 
 
 
 
 
0.77 
 
 
 
 
 
 
(0.66-0.90) 
 
 
 
 
 
 
*** 
 
 
 
 
 
 
0.76 
 
 
 
 
 
 
(0.65-0.90) 
 
 
 
 
 
 
*** 
College/ Polytechnic 0.65 (0.53-0.81) *** 0.52 (0.44-0.61) *** 0.59 (0.50-0.70) *** 
Universoty degree 0.47 (0.38-0.59) *** 0.39 (0.33-0.47) *** 0.48 (0.40-0.58) *** 
Chronic illness 
no 
yes 
 
 
 
 
1.23 
 
 
 
 
(1.07-1.42) 
 
 
 
 
** 
 
 
 
 
0.87 
 
 
 
 
(0.76-0.98) 
 
 
 
 
* 
 
 
 
 
0.87 
 
 
 
 
(0.76-1.00) 
 
 
 
 
* 
Visits to doctor/year 
 
0-3 
         
4-6 1.22 (1.04-1.42) * 0.93 (0.93-1.06)  0.79 (0.79-0.69) *** 
6 + 1.45 (1.15-1.83) ** 0.85 (0.70-1.03)  0.79 (0.64-0.97) * 
2 
 
 
Regular doctor 
no 
yes 
 
 
 
 
1.29 
 
 
 
 
(1.13-1.48) 
 
 
 
 
*** 
 
 
 
 
1.92 
 
 
 
 
(1.71-2.15) 
 
 
 
 
*** 
 
 
 
 
1.68 
 
 
 
 
(1.48-1.89) 
 
 
 
 
*** 
Health care provider 
 
Public 
 
Private (outsourced) 
 
 
 
 
1.19 
 
 
 
 
(0.88-1.60) 
  
 
 
 
1.39 
 
 
 
 
(1.06-1.83) 
 
 
 
 
* 
 
 
 
 
1.62 
 
 
 
 
(1.19-2.19) 
 
 
 
 
** 
Changed Health 
care unit with in 
past 12 months 
no 
yes 
 
 
 
 
 
 
 
 
1.09 
 
 
 
 
 
 
 
 
(0.86-1.37) 
  
 
 
 
 
 
 
 
1.30 
 
 
 
 
 
 
 
 
(1.06-1.59) 
 
 
 
 
 
 
 
 
* 
 
 
 
 
 
 
 
 
1.77 
 
 
 
 
 
 
 
 
(1.43-2.18) 
 
 
 
 
 
 
 
 
*** 
 
 
*p<.05; ** p<.01; *** p<0.001 
 Table 3. Logistic regression analyses with change attitudes as dependent variables and patient 
satisfaction as independent variables (analyses adjusted for age, gender, education, chronic illness, 
visits to doctor, regular doctor, service provider and change of health centre) 
 
Importance of 
choice 
 
Opportunity to 
choose 
Sufficiency of 
choice relevant 
information 
 
OR 95%  CI OR 95%  CI OR 95%  CI 
 
 
Satisfaction with 
 
the doctor 
 
low 1 1 1 
high 1.10  (0.96-1.27) 2.16  (1.90-2.44)   *** 2.37  (2.08-2.70)   *** 
Satisfaction with 
waiting times 
low 1 1 1 
high 1.17  (1.02-1.32)   * 1.90  (1.69-2.13)   *** 2.06  (1.83-2.32)   *** 
*p<.05; ** p<.01; *** p<0.001 
